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Y 000! Initial Comments Y 000
The findings and conclusions of any investigation Y | 0 3
by the Heaith Division shall not be construed as / , Le
prohibiting any criminal or civil investigations, a) C’ mpioy ee H#53 LGS en
actions or other claims for relief that may be 70led That +h ey need 4 Twe
available to any party under applicable federal, STEP TR TEST .
state, or local laws. ) The L£irs + T Test wAS
VONE , - ND (o ehg/
This Statement of Deficiencies was generated as A A;f 84}2;063;00‘?44 e "W
a result of an annual State Licensure survey The Secandd - B TEST WAS
conducted in your facility on 4/2/09. This State DONE o APri3 200G AND
Licensure survey was conducted by the authority il b e ree j’a Y ~ 15 Qﬂ!‘]
of NRS 449.150, Powers of the Health Division. ; / 1? 1‘ i d\'«
The facility received an annual survey grade of b) The Employee chee J'.;L \rﬂ
A. | wndl be ;cufmcj by bo o
The facility is licensed for six Residential Facility 4SS :‘;ur:;,\;;f ; ”;A ,:lli).‘im 1R
for Group beds for elderly and disabled persons, el 71’
: : AT The Timé Gf HiR€ DATE
Category | residents. The census at the time of ) > . }
th - ; 0 MKE SUNE THAT THE
e survey was four. Four resident files were ” ~ P
reviewed and three employee files were C"/éck L 67 f{/"S ‘ BEEN ( Wé
reviewed. One discharged resident file was AN D THAT All DocumenNTs
reviewed. ARE CORRECT. | /
THE é‘mé)/ay-éeiﬁl s «:a.ll
The following deficiencies were identified: be re U,a,,,@‘{ every 'Tlv-d('} .
moNTHS TO TERMNG (OHEN
g’s1_?:3 449.200(1){d) Personnel File - NAC 441A Y 103 Re -ce~tificadtons on Annua |
B T EST 1005 jn A THIv S an
rhe check sy 1S Peguied
NAC 449.200
1. Except as otherwise provided in subsection 2, C ).Apr [id ) 009
a separate personnel file must be kept for each
member of the staff of a facility and must
include: E-—
(d) The health certificates required pursuant to
chapter 441A of NAC for the employee.
N
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Y 103 | Continued From page 1 Y 103
This Regulation is not met as evidenced by:
Based on record review on 4/2/08, the facility
failed to ensure that 1 of 3 caregivers complied
with NAC 441A 375 regarding tuberculosis
testing {Employee #3) for the protection of all the
residents.
Severity: 2 Scope: 3
Y 693 449.2712(2) Oxygen-Caregiver monitor resident | Y 693
§8=D

ability

NAC 449.2712

2. The caregivers employed by a residential
facility with a resident who reguires the use of
oxygen shall:

(a) Monitor the ability of the resident to operate
the equipment in accordance with the orders of a
physician.

(b) Ensure That:

(1) The resident’s physician evaluates
periodically the condition of the resident which
necessitates his use of oxygen;

(2) Signs which prohibit smoking and notify
persons that oxygen is in use are posted in areas
of the facility in which oxygen is in use or is
being stored;

(3) Persons do not smoke in those areas
where smoking is prohibited;

(4) All electrical equipment is inspected for
defects which may cause sparks.

(5) All oxygen tanks kept in the facility are
secured in a stand or to a wall;

(8) The equipment used to administer oxygen
is in good working condition;

{7) A portable unit for the administration of
oxygen in the event of a power outage is present
in the facility at all times when a resident who
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needed by the resident.

This Regulation is not met as evidenced by:
Based on cbservation on 4/2/09, the facility did
not ensure oxygen tanks were secured in a rack
or to the wall in 1 of 5 resident rooms bedroom

#4).
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